Mortality in acute coronary syndrome (ACS) patients with ventricular arrhythmia (VA) has been shown to be higher than those without VA. However, there is a paucity of data on VA among ACS patients in the Middle Eastern countries. DESIGN AND SETTING: Prospective study of patients admitted in 17 government hospitals with ACS between December 2005 and December 2007. PATIENTS AND METHODS: Patients were categorized as having VA if they experienced either ventricular fibrillation (VF) or sustained ventricular tachycardia (VT) or both. RESULTS: Of 5055 patients with ACS enrolled in the SPACE registry, 168 (3.3%) were diagnosed with VA and 151 (98.8%) occurred in-hospital. The vast majority (74.4%) occurred in patients with ST-segment elevation myocardial infarction. In addition, males were twice as likely to develop VA than females (OR 1.7; 95% CI 1.1-3). Killip class >I (OR 2.0; 95% CI 1.3-3.1); and systolic blood pressure <90 mm Hg (OR 6.4; 95% CI 3.5-11.8) were positively associated with VA. Those admitted with hyperlipidemia (OR 0.49; 95% CI 0.3-0.7) had a lower risk of developing VA. Adverse in-hospital outcomes including re-myocardial infarction, cardiogenic shock, congestive heart failure, major bleeding, and stroke were higher for patients with VA (P≤.01 for all variables) and signified a poor prognosis. The in-hospital mortality rate was significantly higher in VA patients compared with non-VA patients (27% vs 2.2%; P=.001). CONCLUSIONS: In-hospital VA in Saudi patients with ACS was associated with remarkably high rates of adverse events and increased in-hospital mortality. Using a well-developed registry data with a large number of patients, our study documented for the first time the prevalence and risk factors of VA in unselected population of ACS.
ing NSTEMI as well. 7 Data from the Global Registry of Acute Coronary Events (GRACE) Registry also showed a higher hospital mortality rate when VA complicated ACS and allowed identification of variables associated with the occurrence of VA. 8 The incidence and prognosis of VA in ACS are not yet reported from Saudi Arabia. Accordingly, data in the Saudi Project for Assessment of Coronary Events (SPACE) registry were accessed to describe the incidence of clinical outcomes associated with VA in patients hospitalized with ACS in Saudi Arabia. Patient characteristics associated with an increased risk for developing VA were examined to establish a baseline from which further studies can determine temporal changes in the magnitude and prognosis associated with VA-related ACS.
PATIENTS AND METHODS
This was a sub-study of the multicenter, prospective SPACE registry of ACS patients admitted to 17 government hospitals in Saudi Arabia between December 2005 and December 2007. 9 Patients were categorized as having VA if they experienced either ventricular fibrillation (VF) or sustained ventricular tachycardia (VT) or both. VF was identified at admission or during the process of hospitalization if the patient showed irregular undulations of the electrocardiogram consistent with the diagnosis. 8 VT was identified by a regular wide complex tachycardia lasting >30 seconds or requiring termination because of hemodynamic instability. 8 VA could be identified on presentation or during the index hospitalization.
An assigned physician in each hospital acquired patient data that were entered by trained study coordinators onto standardized electronic case report forms (CRFs) throughout the hospital stay for each patient. Data included the following variables for which definitions were standardized among participating hospitals: patient demographics, medical history, presenting symptoms, provisional diagnosis on admission and final discharge diagnosis, biochemical and electrocardiographic findings, laboratory investigations, medical therapy, use of cardiac procedures and interventions, inhospital outcomes, and in-hospital mortality. All cases were categorized as STEMI, NSTEMI, or UA using the definition proposed by the Joint Committee of the European Society of Cardiology/American College of Cardiology. 3 Cardiologists verified the completed CRFs and submitted them to the principal coordinating center where they were further checked for data quality, and queries were resolved before final analysis. All participating centers obtained ethics approval. . Further, logistic regression models were used to assess the possible effect of VA on in-hospital outcome, and multivariate logistic regression models were used to adjust for age, gender, and comorbidities to see if the mortality effect of VA was confounded by these variables. Logistic regression models were also used to assess the effect of VA on other in-hospital adverse events such as recurrent ischemia, re-myocardial infarction, cardiogenic shock, congestive heart failure (CHF), major bleeding, and stroke. All analyses were performed using STATA version 9 (StataCorp LP, United States).
RESULTS
Of 5055 patients with ACS enrolled in the SPACE registry from December 2005 through December 2007, 168 (3.3%) developed VA during hospitalization of which 17 (1.2%) occurred at time of presentation to the hospital. The incidence of VA was significantly greater in patients with STEMI than in patients with NSTEMI/UA (6% vs 1.5%; P<.001). The mean age of all ACS subjects was 58 (12.9) years, and was similar in patients with and without VA (P=.72) ( Table 2 ). No differences were observed in the rate of interventions between the two groups.
On multivariate regression analysis, male gender, systolic blood pressure <90 mm Hg, Killip class, and positive cardiac markers were independently associated with an increased risk for AV, while therapy with a history of hyperlipidemia was associated with a decreased risk of VA (Table 3) . In-hospital events and outcomes were more frequent in the presence of VA (Table 4) . Mortality was significantly higher in VA patients (27.0%) compared with non-VA patients (2.2%; P=.001)( Table 4 ). The impact of VA on in-hospital mortality for the overall population and ACS subtype remained high; however, it was attenuated after adjusting for age, gender, and comorbidities (Table 5 ).
DISCUSSION
The occurrence of VA in patients with ACS is of substantial importance in the clinical decision-making process. Large multinational studies have been conducted in recent years to determine the magnitude and prognosis associated with VA in patients hospitalized with ACS. 10 Our multicenter, prospective data expand this knowledge base to include the incidence, associated factors, and outcomes of patients with ACS complicated by the development of serious arrhythmias. In this study VA occurred in 6% of patients with STEMI and 1.5% in patients with NSTEMI/UA.
The incidence of VA during hospitalization for ACS in our study is similar to that reported in previous studies of patients with STEMI and NSTEMI enrolled in randomized clinical trials (RCT). 7 Additionally, RCT patients were more likely to be men [11] [12] [13] and have a history of coronary heart disease 14 and hyperlipidemia, na, MI), PCI, diabetes mellitus, and hypertension are similar to results from the GRACE Registry. Moreover, less frequent use of evidence-based therapies including ACEI, beta-blockers, statins, and IV anticoagulants in our patients with VA compared with those without VA is similar to results reported previously 8, 16, 17 The fact that more severely ill patients have increased complications, including VA, and may not tolerate medications such as ACEI and beta-blockers, may confound this finding.
Factors associated with an increased risk of developing VA during hospitalization for ACS were as follows: male gender, smoking, Killips class >I, higher HR, lower systolic blood pressure, and positive cardiac markers; while factors associated with a decreased risk were as follows: prior history of hyperlipidemia, MI, CAD, beta-blockers, ACEI, and statins. It is noteworthy that these associations varied among published studies, which may be attributed to differences in the population studied; for example, some share our observation of increased risk with Killip >I, positive cardiac marker, smoking, and high HR and decreased risk with prior MI. 8 Few studies, however, found prior PCI associated with decreased risk. Similarly, prior PCI in our study predicted a decreased risk for VA. In contrast, Mehta et al reported from the APEX AMI trial that VA is associated with a more than 3-fold greater risk of 90-day mortality in patients undergoing primary PCI. 18 The development of VA adversely influences the prognosis of patients with ACS. In our study, adverse events during hospitalization were more frequent in the VA group than in patients without VA. Interestingly, not only adverse events related to ischemia (recurrent ischemia and recurrent MI) and left ventricular dysfunction (CHF and cardiogenic shock) were significantly associated with the presence of VA, but other clinically relevant events (stroke and major bleeding) were also significantly increased in patients with VA. Therefore, patients with ACS who develop VA are at risk for cardiovascular and bleeding-related complications. 8 In-hospital mortality rates were extremely high in patients with VA. Some of this association was related to older age, male gender, and a higher prevalence of comorbid conditions, as shown by attenuation of the risk after adjustment for these factors in multivariate regression. In examining the impact of VA in patients with STEMI, several investigators documented high mortality rates during hospitalization, which was our observation as well. Our results are similar to those of other studies, including descriptive studies, RCTs, and registry studies, which document a higher risk of death in patients who develop VA. 6, 7, 18 Therefore, timely iden- and have Killip class >I on admission. Our baseline findings revealed less coronary artery disease and hyperlipidemia compared with these published studies.
Characteristics that were more frequent in our non-VA patients including a history of coronary disease (angi-
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tification of patients who are likely to develop a VA and proper management are crucial to improve prognosis for these patients. A limitation of our study is that it was based on registry data which is a subject to missing data and selection biases inherent in the design of a registry. Moreover, the time of VA in relation to the revascularization and/or success of reperfusion therapy was not documented. This precludes ascertaining if patients with VA had not been reperfused or the VA developed before reperfusion therapy commenced. Therefore, our findings must be confirmed in future studies. Moreover, VA in our study included patients with VT and VF, which might have different prognostic implications in the setting of ACS; information with respect to the type of VA was not documented in our study. Finally, the pre-hospital VA and/or sudden death were not captured in this registry, which might underestimated the incidence of VA in our population.
In conclusion, information on the most powerful associated factors, such as an increased risk of VA occurring during hospitalization, is readily available in the patient' s medical history, clinical presentation parameters, and laboratory findings at the time of hospital admission. This information can be used to identify patients at a greater risk for developing VA during hospitalization for ACS. As a complication of ACS, VA results in a poorer prognosis. Evaluating the simple risk factors identified in this study will aid in the decisionmaking process for daily clinical practice.
